There is a significant unmet need for management of pain in functional anorectal pain disorders and we applaud Dr. Ooijevaar and his coauthors for their report on this complex patient population [1] . The authors identified the subgroup of patients with hypertonic pelvic floor who were refractory to medical therapy and treated them with Botox injection therapy. They made an important delineation between patients who complained of anorectal pain and had normal levator examination and those with marked tenderness over the levators and hypertonia on digital rectal exam. The outcome of Botox therapy was good in 47%, temporary in 20%, and poor in 37%. We are impressed by the authors' report of 47% "good" improvement. Botox targets muscle relaxation, decreases spasticity, and thus alleviates pain secondary to high muscle tone. Although in another noncontrolled study of patients with chronic anorectal pain symptoms improved after botulinum toxin injection in 55.5% of patients [2] the efficacy of Botox injection was not superior to placebo in a prospective double blind placebo-control study [3] . Nonetheless, pelvic floor physical and biofeedback therapy is the only evidence based therapy for chronic anorectal pain syndrome [4] In our clinical practice, given the paucity of treatment options for chronic anorectal pain, and minimal morbidity with Botox injection, we incorporate Botox therapy into the algorithm for hypertonic anorectal pain when pelvic floor physical therapy is ineffective, and only in selected patients [5] . In our experience, a patient who reports perineal burning and diffuse rectal pain with an unremarkable anal examination, does not respond to Botox and is best treated with medical therapy, pain management, and sometimes nerve blocks if neuropathy is a potential diagnosis. These patients are evaluated and treated in a multidisciplinary pelvic health center with services such as gastroenterology, colorectal, pain management, physical therapy, urology and gynecology to address all facets of pelvic floor dysfunction. We would also add that stress is an important trigger for levator ani syndrome and symptoms of pain and obstructed defecation can wax and wane over time. Patients are counseled to learn stress management techniques, meditate, eat a healthy diet and exercise in addition to resuming physical therapy.
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The authors were thorough in distinguishing between and articulating the difference between the two populations, providing readers with a framework for offering Botox to carefully selected individuals. We are intrigued by the authors' distinction between sphincter and levator hypertonia and how that guides injection therapy. In future studies we hope the authors will elaborate on their techniques to distinguish tonicity, report outcomes with validated pain scores, and collect data on the duration of symptom relief. Future prospective randomized trials are necessary to understand the efficacy, functional consequences, and clinical utility of Botox therapy in functional anorectal pain disorders. Utilizing ultrasound to guide injection as compared to the blind injection technique, also warrants further investigation. Unfortunately, in the USA, Medicare does not currently recognize the diagnoses of anal spasm or levator ani syndrome for reimbursement for Botox therapy, thus making this relatively safe therapy out of reach for some patients. We appreciate that the authors have shared their experience and results in the literature to educate physicians and third party payers about this low risk option and we are hopeful that this study will encourage the approval of Botox for management of functional spastic gastrointestinal disorders.
